In 1998, as part of the W. K. Kellogg Foundation Community Voices Initiative, FirstHealth of the Carolinas, a regional health care network, took up the challenge of eliminating longstanding rural disparities in access to oral health services by opening the first of three pediatric dental care centers serving Hoke, Montgomery, and Moore counties in North Carolina. Since the opening of these dental public health practices in private settings, a plethora of factors have changed. Shifts in demographics and insured status, demand for services, and economic backing have all contributed to an altered landscape for the FirstHealth model.
Ensuring access to oral health services is crucial in efforts to eliminate oral health disparities. However, from a business perspective, stand-alone dental care delivery models that focus primarily on safety-net populations may not be sustainable. Here we describe how FirstHealth has continued to address disparities in access to oral health services among rural low-income children while adjusting to the changing fiscal environment.
DISPARITIES
A local oral health task force in North Carolina identified oral health care as the primary unmet need among low-income children in the state's Sandhills region. Inadequate access to oral health care results in preventable oral disease and conditions. In general, dental provider shortages in rural areas are well documented. In the case of low-income and minority populations, this issue is compounded by a lack of dentists who accept Medicaid and, with recent increases in racial/ethnic diversity, the need for more culturally and linguistically responsive care. 1 In the late 1990s, private practice offices in the region were at capacity owing to the large number of retirees in the area and the fact that few dentists accepted Medicaid. Furthermore, there were only 47 practicing pediatric dentists in North Carolina. 2 In the three counties of Hoke, Montgomery, and Moore, there were 12 000 medically underserved children without access to dental care. FirstHealth took the innovative step of building dental care centers under the auspices of a hospital system, and these centers provide comprehensive dental care to underserved children up to the age of 21 years.
The most significant racial/ ethnic demographic shift in Hoke, Montgomery, and Moore counties has been the increase in the Hispanic population (between 2000 and 2015, the Hispanic populations in these counties increased by 5.2%, 5.1%, and 2.4%, respectively). The FirstHealth clinic populations reflect the same shift observed in the general population. Over the past 12 years, the growth in Hispanic patients has outpaced that of all other racial groups. The percentage of Caucasians in the clinic populations has decreased from 38% to 21%, the percentage of African Americans has decreased from 42% to 34%, and the percentage of Hispanics has more than doubled, from 16% to 34%.
FirstHealth's response has been swift and deliberate, providing bilingual staff members in each office and translating all clinic materials into Spanish. Although the technical aspects of interpretation and translation are paramount, even more important are the cultural sensitivity efforts made to meet the needs of the Spanish-speaking population and to increase dental health literacy.
Results since the dental centers' inception have been significant in terms of pediatric oral health status. The data in Table 1 show the percentage of kindergartners with decayed teeth in the 1997-1998 school year, before the centers opened, as compared with the latest data for children in the region. 3 
FINANCING
In response to the evolving fiscal environment, FirstHealth has made explicit efforts to improve enrollment and retention of patients eligible for Medicaid or other public coverage. Also, it has sought supplemental financial support to offset "loss leader" services (e.g., a dental service for which reimbursement does not cover the expense of delivering the service).
Medicaid is a crucial component in the financing and sustainability of the dental care centers. FirstHealth has made concerted efforts to help the families and individuals eligible for the program apply for Medicaid or Health Choice (Children's Health Insurance Program). The number of insured patients has increased dramatically since the centers opened, with an insured rate of 72% across the three centers in 1998 as compared with the current rate of 96%.
Even with the increases in coverage, the dental care centers are at high risk for being loss leaders as a result of shifting Medicaid reimbursement rates. Over the past 12 years, there have been notable changes in Medicaid reimbursement.
In 2000, plaintiffs (low-income Medicaid children in North Carolina) brought a lawsuit against the North Carolina Department of Health and Human Services challenging the adequacy of dental reimbursement rates and the state's efforts to ensure access to dental care. As part of the settlement of the Antrican v. Bruton case in 2003, the Division of Medical Assistance increased the reimbursement rates for a selected list of dental procedures commonly provided to children. 4 Although the increase in Medicaid reimbursement did not influence the payor mix, the centers had a positive bottom line in the full year after the increase for the first time since their inception. In the following years, Medicaid reimbursement has fluctuated, with sharp decreases in the last seven years. Since 2009, although operating costs have stabilized as a result of streamlining, Medicaid reimbursements have decreased by 9.52%. 5 Being part of a larger system has been critical to the sustainability of the dental care centers, as FirstHealth has financial mechanisms in place to offset loss leader services (albeit fewer such mechanisms than in the early 2000s owing to recent increases in charity care across the system as a whole). A "stand-alone" clinic would not be able to shift any debt at all.
The Foundation of FirstHealth has also played a vital and significant role, first by supplementing capital support and second by providing an annual disbursement that serves as a buffer between Medicaid reimbursements and program operating expenses. The annual disbursement offsets almost 40% of the net income loss. In addition, the Foundation of FirstHealth has established a dental care endowment that will allow the centers to use interest to offset any additional losses when a target amount is reached.
Financially maintaining an existing successful dental public health program becomes more difficult each year. To sustain the dental care centers, FirstHealth is exploring options that include diversifying the payor mix. Although commercial insurance is not broadly accepted, the clinics have opened the practices to the children of FirstHealth employees. The dental care centers' service population remains 99% Medicaid, Health Choice, and uninsured, low-income self-pay, and thus the threat of patients losing services owing to their finances continues.
CONCLUSIONS
With nearly two decades of delivering care, FirstHealth's experiences can provide lessons for other communities addressing oral health needs. Most important, FirstHealth has demonstrated the role that a health care system can play in addressing oral health disparities. By adding pediatric dental care centers, FirstHealth has expanded access to oral health services among at-risk children, and it continues its efforts to ensure culturally and linguistically appropriate care for an increasingly diverse population.
FirstHealth also demonstrates how a large health system can be part of the dental safety net and respond to an ever-evolving fiscal environment. Dental care staff continue to help many uninsured families enroll in Medicaid so that they can receive muchneeded care. In addition, FirstHealth continues to seek other sources of funding to address evolving changes in Medicaid reimbursement.
The dental care centers' membership in a large health system has been a major component in ensuring their financial sustainability. FirstHealth has an undaunted commitment to improving the oral health of children and will continue to pilot, model, and seek strategies that lead to oral health equity regardless of place, income, or race/ ethnicity. 
